The purpose of this integrative review is to evaluate research pertaining to self-management programs for older adults with chronic diseases using Albert Bandura's Social Cognitive Theory (SCT) for behavior change. The focus is application of the SCT domains to self-management programs. The exploration of the current chronic disease self-management research provides an understanding of the Social Cognitive Theory concepts studied in interventional self-management research. The integrative review explicated two areas related to the theory in need of further research. First, social support has not been thoroughly explored as a mechanism for enhancing self-management interventions. Second, moral disengagement was not identified as a focus within chronic disease research raising the question about the impact of moral disengagement on longterm adherence and behavior change.
. Each of these initiatives seeks to improve health outcomes and reduce risk factors for complications of chronic diseases through a variety of innovative mechanisms such as self-management [4] [8] [20] [21] .
As health care studies have evolved, self-management, self-monitoring, and self-care have been used interchangeably in the literature. Initially, the concept of self-management was viewed by scholars as "monitoring and evaluating one's behavior followed by reinforcing improvements in one's performance" (Hughes & Lloyd, 1993, p. 409). Today, the concept of self-management has expanded to include the ability of individuals to adhere to a plan of care based upon specific needs related to the illness [22] . For the purpose of this integrative review, self-management is the individual's ability to incorporate self-care and self-monitoring strategies into a collaborative relationship with healthcare professionals and support systems to improve health outcomes [23] .
Theoretical Framework
Bandura noted that the Social Cognitive Theory (SCT) "provides both predictors and principles on how to inform, enable, guide, and motivate people to adapt habits that promote health and reduce those [habits] that impair it" (Bandura, 2004, p. 146) . The theory introduces a method of changing behavior that, unlike other change theories, uniquely incorporates a mechanism to facilitate the change. For health behavior change to succeed several moderators must be recognized as potential facilitators or barriers to success. These moderators include level of self-efficacy, the symbiotic relationship between the environment and the individual, and quality and presence of social influences [9] .
The SCT encompasses a broad spectrum of characteristics, such asgoal setting, barriers to successful selfmanagement, and beliefs about behavior change, affecting the ability of the individual to change [9] . In a behavior change these key concepts, reciprocal determinism, outcome expectations, observational learning, incentive motivation, facilitation, and moral disengagement are incorporated to maximize success [8] .
For the purpose of this analysis, these concepts will be grouped into five domains: psychological determinants of behavior in which outcomes and self-efficacy are linked [8] ; learning through observation in which role modeling and motivation are used; environmental determinants of behavior that focus on the interaction of the environment, society, and the individual; self-regulation through self-monitoring, feedback, and goal setting; and moral disengagement in which the perception of the individual toward the existing behavior can alter the change process [8] [24] . By evaluating current research for the use of these core concepts, it is possible to identify gaps in self-management research using the SCT domains and determining whether incorporation of these domains in future studies might improve self-management.
Design
For this integrative review, the framework of Whittemore and Knafl (2005) was chosen and found to be beneficial in developing a comprehensive understanding of the results of empirical studies in the field of self-management. The integrative review framework facilitated the exploration of the phenomenon of self-management with emphasis on core concepts of SCT and identified social determinants of health. The integrative review design provided the framework to identify the number of times specific concepts, specific chronic diseases were studied, and to analyze current research findings to identify gaps in the literature. The concepts identified as gaps in the literature are potential avenues for future research.
Key Concepts
In order to evaluate each manuscript, several key concepts from the Social Cognitive Theory were used in the integrative review. These concepts were psychological determinants, observational learning, environmental determinants, self-regulation, and moral disengagement.
Psychological Determinants
Two concepts in the domain of psychological determinants of behavior change are self-efficacy and outcome expectations. Self-efficacy is defined as the beliefs of individuals in their abilities to successfully create change. Self-efficacy is relevant to both individuals' actions and the combined beliefs of group behavior change [25] . Outcome expectations also affect the level of self-efficacy. Individuals are more likely to engage in health behavior activities if they believe the anticipated outcomes will be beneficial and that outcomes can be achieved [8] [25].
Observational Learning
Observational learning is an individual's ability to observe a modeled behavior (Bandura, 1986 ) and motivation to reproduce the behavior. Observational learning is most effective when learners perceive that role models are like them (Glanz et al., 2008) . This notion would indicate that in self-management learners are more likely to incorporate new behaviors if the role models were similar to them in characteristics and managing a chronic disease.
Environmental Determinants
SCT also recognizes the impact the environment and personal factors, such as attitude, have on an individual as well as the effect the individual has on the environment. Reciprocal determinism is the three-way (triadic) interaction between these variables [8] [24] . The concept of reciprocal determinism supports the need to analyze the constantly changing process in which the individual, social factors and the environment impact the type of reaction individuals might have in a given situation [23] .
Self-Regulation
Self-regulation is the ability to manage oneself [8] using a concrete, organized approach to goal attainment. This concept involves several necessary individual characteristics including the capacity to: 1) self-monitor behavior changes; 2) set goals towards achieving results; 3) provide feedback concerning progression [8] [24]; 4) reward success; 5) instruct self on the behaviors being performed; 6) and seek external support [8] .
Moral Disengagement
The final concept within SCT is moral disengagement, the incorporation of an internal moral standard into self-regulation [8] . Individuals could argue that negative health behaviors are not harmful to anyone, including themselves [8] . An example would be a smoker stating that second hand smoke does not hurt anyone. In that case, impetus for change is absent and motivation to improve health behaviors is not a priority. An assessment of clients' moral reasoning is essential to understanding their desire either to make changes or to continue harmful behaviors.
Methods
Inclusion and exclusion criteria were established based upon the purpose of the integrative review. Articles were included for review if they were written in English and researchers had a) studied samples of older adults (65+) or samples of older adults and middle aged adults with a mean sample age of 65 or older; b) studied samples that included patients with chronic disease; and c) focused on self-management programs. All chronic diseases were accepted in the inclusion criteria so that a fuller idea of what disease states had been studied could be evaluated. With the initial application of inclusion criteria, a sufficient number of articles focusing on adults over the age of 65 could not be obtained; therefore, a second search was carried out for participants with a mean age of 60 years or older. When the second search did not yield sufficient samples, a third search with the age of 55 years or greater was used to complete the integrative review. Initial limitations of studies published within the last 10 years was used, but this also significantly limited the sample size. As this demonstrates a lack of research in older adults, the time limit was opened and manuscripts were accepted consistent with the initial inception of the Chronic Disease Self-Management Program. Choosing this approach allowed for establishing the state of the science of chronic disease self-management as it applies specifically to older adults.
Studies that were unpublished such as dissertations, conference proceedings, and manuscripts that did not provide empirical data concerning the implementation of self-management programs were excluded from the integrative review.
Search Procedure
A search of the literature was guided by the integrative review purpose as well as the exploratory questions. The process of reviewing literature included a bibliographic search of databases. The search was initially completed in January 2012 and updated in April 2013. The databases that were exhaustively searched included the Cumu-lative Index to Nursing and Allied Health Literature (CINAHL), Ovid/ MEDLINE, PsychINFO, and Google Scholar. During the Ovid/MEDLINE search, the Medical Subject Headings (MeSH) terms used were self-management, self-care, self-monitoring, chronic disease, and chronic illness. A publishing time limit was not set.
The same terms were used for a search of CINAHL, Google Scholar, and PsychINFO databases. The search process yielded a wide variety of articles (n = 1319) about self-management or self-control. The remaining studies were reviewed by reading individual abstracts for relevance. For those with no abstract, the manuscripts were read to determine pertinence to the integrative review. The inclusion and exclusion criteria were applied and the remaining studies were reviewed (n = 22). The ancestry method of reviewing article citations, which involved the review of manuscript citations for sources relevant to the review purpose, was employed to identify potential additional sources for the integrative review [26] . Ancestry searching did not result in additional articles. After completion of the search process, a total of 22 articles were identified that related to chronic disease self-management among those 55 years and older.
Sample
The studies included in the integrative review are displayed in Appendix 1. The type of research used in the studies was determined by evaluating the level of evidence included in the integrative review. The specific research methods in the sample included randomized 11 controlled trials (n = 9), quasi-experimental pre-test/posttest studies (n = 11), and one mixed-method study (n = 2). The characteristics of each study, quality of evaluation, and level of evidence were then assigned (Appendix 1). The studies were assessed for quality using the Critical Appraisal Skills Programme (CASP) [27] criteria selected by the relevancy to each study design: randomized controlled trial or experimental study. In Appendix 1, the results of the quality review are presented; and the key points of each study are summarized, including findings and the generalizability of the study. The level of evidence (LOE) was determined for each study using the Oxford Centre for Evidence-based Medicine Levels of Evidence Tool [28].
Results
Once the sample was collected and inclusion criteria were applied, the manuscripts were then evaluated based on the key concepts and demographics of included in each study.
Population Characteristics
To analyze the results, concepts and characteristics were tabulated using grouping and the displayed as the total number presenting with a certain characteristic. Characteristics of the sample populations are presented in Appendix 1. Compilation of the populations revealed that in a majority of the studies, the populations were primarily female (n = 21), white (n = 9) and well educated (n = 14). Seven of the 22 studies included participants from different countries or specific cultures [29] [30] [31] [32] [33] [34] [35] and four represented predominately African Americans [36] [37] [38] [39] . Only six manuscripts (n = 6) focused specifically on older adults age 65 or older [30] [32] [36] [37] [38] [40] . The settings in which the studies took place varied. The majority of the studies used group-based activities in community or faith based centers; two used a home-based intervention [11] [40] and one a nursing home [32] . One large interventional study utilized multiple locations for self-management programs over 17 states [41] . Three of the studies in the integrative review recruited patients from the clinic setting [33] [42] [43] .
The representation of chronic diseases in the studies included either a random mix or a disease specific focus with heart failure, diabetes, and arthritis being the predominate diagnoses (Appendix 1). Additionally, one study focused on self-management in lower back pain [44] while another focused on chronic pain management [45] . Of concern from the integrative review, the population characteristics for the studies conducted in the United States did not adequately represent participants from varying ethnicities or individuals with lower educational levels, both characteristics of social determinants of health are recognized as contributing to higher risk of mortality and death [46] [47].
Theoretical Frameworks
Nine studies did not identify a theoretical framework (n = 9) [ [48] , while the concept of self-efficacy was used in several studies as the supporting structure for the research (n = 9). Three studies cited the use of the Social Learning Theory [31] [34] [35] and one used the Social Cognitive Theory [40] as support for the research framework.
Outcome Measures
Each study was evaluated for outcome measures related to the concepts of the Social Cognitive Theory, i.e. self-efficacy, observational learning, environmental determinants, self-regulation, and moral disengagement [8] summarized in Appendix 1. All studies evaluated the effects of self-efficacy in self-management programs. The methods for increasing self-efficacy included mastery experience, social role modeling, improving health status, and verbal persuasion [8] . Short-term effects were observed in most studies, whereas long-term retention of increased self-efficacy was rarely explored.
An increased emphasis on patient participation was found to improve outcomes [33] . Observational learning takes place through interactive learning and modeling of behaviors. Observational learning was identified through role modeling in a majority (n = 14) of the studies. Bandura linked role modeling to encouraging behavior change [24] [25] . Two studies focused either upon personal interactions in the home setting or did not use a group format [11] [40], one used individualized training in a nursing home [32] ; the remaining studies used a variation of group observational learning.
Environmental determinants in the Social Cognitive Theory include barriers to self-management, planning, and ability to critically think of solutions when self-management behaviors are threatened [24] . Although most of the studies offered education concerning planning, goal setting, and preparedness, none of the studies evaluated barriers as potential inhibitors to self-management.
Self-regulation describes the ability of individuals to regulate behavior to manage the requirements of disease care. In the identified studies, self-regulation was consistently measured, but the specific indices varied. Most commonly, self-regulation was measured by the presence or absence of salient self-management behaviors, such as testing blood sugar, monitoring pain, or shortness of breath.
Although social support is an important component of self-monitoring success, the evaluation of social support systems as a variable of impact was not identified in these studies. A majority of the studies utilized a peer group setting as social support, but evaluation of social support quality or structure as a variable was not identified. Although self-management is an individual initiative, the adherence to self-management can be influenced by the presence and quality of social support systems. At the same time, studies did not focus predominantly on the older adult and the stage of life, which could conceivably provide a different view of social support. As aging occurs, there is also an increased incidence of co-morbidities which may alter the older adult's response to health behavior change [13] . Incorporating social support into the self-management program was not a measured variable in the studies.
Moral disengagement was the final category in evaluating the use of the Social Cognitive Theory in changing self-management behaviors. The evaluation of moral disengagement (beliefs) toward a disease was evaluated in only one study [35] . Assessing an individual's attitude toward both risky behavior and the process of behavior change is essential and could be crucial for future self-management success.
To determine the lasting effectiveness of the intervention on outcomes measures, studies were reviewed for post-intervention testing. The evaluation of the follow-up period after the intervention allowed for determination of knowledge of long-term effects of self-management. In this review, four of the studies (n = 4) had a single post-evaluation at six weeks which was directly after the intervention concluded. Five had an 8-week post intervention evaluation (n = 5) and 7 studies followed up at 6 months (n = 7). More long-term evaluations were seen at 12 months in 5 of the studies (n = 5) and one study with a two year follow-up period (n = 1) [49] .
Discussion
A limited number of studies analyzed for this review focused exclusively on older adult populations. With epidemiological data confirming that worldwide older adult populations have poorer chronic disease outcomes than the general population, effective self-management methods are indicated. The burden of disease on the individual and the healthcare system suggests that global initiatives should continue to focus on self-management with an emphasis on finding creative and innovative methods to improve participation in this population. There was also a shortage of long-term evaluation of the impact of self-management of chronic disease. Due to the lack of both consistency in study parameters and longevity in studies, the findings are inconclusive as to whether self-management provides improved outcomes long-term. These findings are consistent with earlier reviews of selfmanagement [10] [50] [51] . These findings support a gap in literature regarding older adults (those 65 years and older) with chronic disease using self-management.
Additionally, the samples in the evaluated studies were predominately white, well educated, females and did not represent the population most at risk for complications. Although it is recognized that improving chronic disease management in all populations is essential, certain groups with chronic diseases have been identified as experiencing significant decreases in life expectancy. This finding suggests that the target population should include both those at higher risk for death from chronic diseases and those who have identified social determinants of health such as low educational level and income [46] [47] . Based on data compared in the integrative review, more research should be conducted with the growing sub-populations of minorities, those over the age of 65, and those with lower educational level and low incomes, and those living in rural areas with limited healthcare access.
Use of a theoretical framework and inclusion of all components of the theory into a study are not mandated but supports proposed research framework. The purpose of this review was not to evaluate the use of theory in totality, but to identify concepts related to SCT that have not been previously studied. The lack of long-term adherence to self-management programs highlights the need to include additional concepts into future research models.
In evaluating concept application, self-efficacy as well as self-regulation and observational learning were consistently measured in the studies. The finding was not unexpected. However, several key components were not examined in these studies. Social support (other than peer support although its impact was not measured), moral disengagement, and barriers to environmental determinants were not mentioned in the studies.
In the integrative review, analysis of the studies revealed that long-term effects of self-management behaviors have not been sufficiently researched. Although initial results immediately post-intervention showed positive significant results impacting self-management behaviors and quality of life, the specific outcome measures that were impacted varied. The analysis of long-term improvements revealed that the groups did not continue to increase or plateau but decreased over time.
Conclusion and Implications
This integrative review has raised several questions and identified significant gaps in the literature. Self-management, in short-term interventions, has shown to improve outcome measures. The extensive variation in the methods used to measure outcomes requires further validation in subsequent inquiries in order to draw conclusive results. In addition, future studies with larger sample sizes and population-specific participants should evaluate consistent implementation of self-management strategies. Also, focusing research on the at-risk population that would potentially benefit most from self-management interventions is a component that has not been sufficiently explored. Education, social support, gender, and race can be associated with the development of chronic disease and poor outcomes in these high risk populations [46] [52] . Few studies in the integrative review, however, focused on these specific issues as sample characteristics in the older adult population.
Although a majority of the studies used a group intervention in community centers, assessment of the social support network either available to or preferred by the older adult was not mentioned. As social support and the encompassing social determinants of health represent a significant characteristic of those most at risk for developing or having complications from chronic disease, investigation with attention to these characteristics is paramount in the global epidemic of chronic disease.
Another query raised is the use of moral disengagement. Although moral disengagement has been identified as a significant barrier to behavior change it was not addressed in the studies. Assessing individuals' attitudes toward their current behaviors and the significance that they put on a new behavior is extremely important in overcoming potential barriers to successful incorporation of behavior change. The investigation of the role of moral disengagement requires further study to determine the impact on behavior change in this population.
As the chronic disease epidemic impacts not only the U.S but also countries around the world, these findings are relevant to nurse researchers globally. Establishing self-management as an effective strategy is a timely and relevant topic for exploration. With the global focus of healthcare on the provision of chronic disease management, replication of previous smaller studies to validate findings in diverse populations would be beneficial. These studies would also ensure that self-management programs include holistic approaches to behavior change in chronic disease. The results of this integrative review has demonstrated several gaps in the literature regarding use of social support in self-management, impact of moral disengagement, and studies specifically targeting older adults. In addition, future interventional research should focus on developing effective long-term strategies for self-management success in older adults. • Pre-post Design Role modeling with peer led groups.
Appendix 1. Self-Management in Older Adults with Chronic Disease
• 6-month follow-up.
• N = 1170
• Mean age 65
• Female = 83%
• White = 55%
•
No difference in medication adherence. • Pre-post design • Lay leaders retired community member (1 nurse) • 6-week course, met weekly 
Conclusions:
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